SUMMARY
Disturbances of tooth development may result in anomalies which appear in the form of swelling of the overlying mucosa of the erupting deciduous or permanent teeth, mostly in children. Eruption cyst (EC), a benign cyst is one such lesion associated with erupting teeth. ECs usually present as solitary swellings on the alveolar ridge mucosa, whereas multiple ECs presenting simultaneously or in short intervals are unusual. Here, we present a rare case of four large bilateral ECs presenting with swellings and pain in the posterior region of each quadrant in the mouth. The treatment included surgical excision under general anaesthesia and exposure of the unerupted primary teeth.
BACKGROUND
Eruption cyst (EC) is a benign lesion associated with an erupting tooth. It occurs in the mucosa overlying the teeth that is about to erupt and according to the current WHO classification of epithelial cysts of the jaws, EC is a separate entity. 1 Clinically, EC appears as a dome-shaped raised swelling in the mucosa of the alveolar ridge which is soft to touch and the colour ranges from transparent, bluish, purple to blue-black. ECs generally involve part of, or whole of an unerupted crown area including the lingual area. The size depends on whether it is associated with primary tooth or permanent tooth and the number of teeth involved. They generally measure 1×1 cm in diameter and can be present bilaterally or unilaterally.
2 Majority of ECs disappear on their own and usually do not require any treatment. If they hurt, bleed or are infected they may require surgical treatment to expose the tooth and drain the contents. 
CASE PRESENTATION
We hereby report a case of multiple ECs in a 22-month-old male child who reported to our outpatient department with symptoms of swelling, pain and unable to eat since 2 weeks. History of the presenting illness revealed that the swellings developed 2 weeks ago and gradually increased in size with occasional reduction in their size and would increase again. The child avoided eating and was irritable.
On general examination, it was seen that the child was moderately built, moderately nourished with normal motor coordination. Body temperature of the child was raised (99°F) and he showed uncooperative behaviour. The child weighed 13 kg when admitted to the hospital. Intraoral examination revealed that the patient had eight primary teeth, that is, the maxillary central and lateral incisors and mandibular central and lateral incisors. to purple. The swellings measured 2 cm×2 cm in size and were tender and fluctuant on palpation. Based on the clinical findings provisional diagnosis of multiple ECs was made. The case was planned to be diagnosed and treated under general anaesthesia due to the age and uncooperative nature of the patient. Fine-needle aspiration cytology was performed which showed the presence of a straw-coloured fluid containing inflammatory cells. Surgical exposure was carried out and the teeth were exposed. The cyst wall was excised and was sent for histopathological examination (figures 3-7). Histopathological examination of the specimen showed surface oral epithelium on the superior aspect, the underlying lamina propria showed variable inflammatory cell infiltrate. The deep portion of the specimen which represents the roof of the cyst showed thin layer of nonkeratinised squamous epithelium. Thus diagnosis of EC was confirmed (figure 8). 
OUTCOME AND FOLLOW-UP
Patient was under follow-up for 4 months and normal eruption of primary molars involved in cyst formation was clinically seen.
DISCUSSION
Occurrence of congenital cysts in the oral cavity is rare and they present a great challenge for paediatricians, paediatric surgeons, paediatric dentists and oral and maxillofacial surgeons. There are various causes of intraoral cystic lesions which include enteric duplication cysts, dermoid and epidermoid cyst, haemangioma, ranula, mucocele, lingual thyroid, lymphoepithelial cyst, cystic hygroma, ECs and Bohn's nodule. 1 Complications associated with congenital pathologies in the oral cavity include pain on sucking, refusal to feed, irritability, respiratory difficulty because of airway obstruction, aspiration of fluids or teeth when natal or neonatal teeth are present. 4 The EC occurs when a tooth is impeded in its eruption within the soft tissues overlying the bone. The exact aetiology of occurrence of EC is not clear. Although there are a number of theories about their origin they seem to arise from the separation of the epithelium from the enamel of the crown of the tooth due to accumulation of fluid or blood in a dilated follicular space. 1 4 The effect of certain drugs like ciclosporin on tooth eruption and in the pathogenesis of ECs is a matter of controversy. In children, CyA administration at the time of tooth eruption may result in EC formation, thus resisting tooth eruption. 5 The literature shows small number of reported cases of ECs and they appear to be more prevalent in the Caucasian race. 6 7 The clinical impression of low prevalence may also be due to the fact that most often the dentist sees only symptomatic ECs and the majority resolve by themselves. Anderson [8] [9] [10] [11] EC and haematoma are usually found to be present in the first and second decades of life.
Clinically, EC appears as a soft translucent swelling, most commonly associated with the deciduous mandibular central incisors, first permanent molars and deciduous maxillary incisors. They generally measure 1×1 cm in diameter and can be present bilaterally or unilaterally. 3 9 However in our case four ECs were found associated with four deciduous molars in all the four quadrants and the swellings varied between reddish pink to purple measuring 2 cm×2 cm in size and were tender and fluctuant on palpation.
Since the patient was uncooperative, treatment was planned under general anaesthesia. Fine-needle aspiration cytology showed the presence of a straw-coloured fluid containing inflammatory cells. The cystic epithelium was excised and sent for histopathology. In the histopathology section, it was seen that the surface oral epithelium was present on the superior aspect, the underlying lamina propria showed variable inflammatory cell infiltrate. The deep portion of the specimen represented the roof of the cyst which showed a thin layer of non-keratinising squamous epithelium. Thus the diagnosis of ECs was confirmed.
ECs if small do not require treatment and the affected tooth erupts normally. 5 In the present case, treatment was necessary as the patient was unable to eat and speak because of large size of cysts. Surgical exposure of the teeth covered by the cysts was performed under general anaesthesia and the patient was under observation for 4 months and normal eruption of molars was clinically seen.
The literature shows very few cases of multiple ECs being reported. Table 1 shows some important clinical features of 13 cases of multiple ECs as observed by various authors. 12 EC is a clinically asymptomatic isolated lesion associated with an unerupted tooth ( primary and permanent) but when it is large and gets secondarily infected it causes pain, discomfort and difficulty in mastication which makes treatment of such cases necessary. Clinician's knowledge and skill is very necessary for correct diagnosis and treatment of these cases.
Learning points
▸ Eruption cyst is a benign lesion associated with an erupting tooth which is developmental in origin. ▸ They appear reddish pink to purple in colour and are present on the alveolar mucosa overlying an unerupted tooth. ▸ There are no obvious radiographic findings, fine-needle aspiration cytology and histopathological examination of the cystic lining are confirmatory. ▸ Treatment is based on the size of the lesion and includes surgical excision of the cystic lining in most of the cases. 
